Ragistration District No.......... tél

Primary Registration Diatrict No. X7,

MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

Fila No.

/ Raglatered No. ...cocccun. f?%

[1f death occusred in a
hospital or institution,
give its NAME instead

e Bt Ward)

of sireet and number.]

PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

35EX 4 COLOR OR RACE 5:'::;,‘,0 16 DATE OF DEATH
Jea r wiDowED Q / 191
m B oR DIVORG D (Mm:h) "
i . (Write the wcm‘D

G DATE OF BIRTH

B (Mgf Q Z (Yeu)

EREBY CERTIFY, that I nttended decensed Erom

ﬂ,«,x ...... et t ,z 502

that I last saw h-M(nHvo o -Lt{ 19%...

and that death cogurred, on the dul- stated above, n%/tgdm
2

The CAUSE OF DEATH?* was as follows:

7 AGE 1 LESS than
' 1 day,.....hra.
j%nlj— mo:..'.z..%u. or...min.?

8 OCCUPATION
(a) Trade, profesaion, or
pariloular d of work

{b) General’nature of industry
Lbusiness, or eatablishment in
which employed {or omploFer): . reirein e

v

9 BIRTHPLACE
(City or town,

[f,o——aw—v'(/&

MY KNOWLEDGE

14 THE ABOVE IS RUE TO THE BEST
(Informa.nt) {

State or foreign country)
10 NAME OF é W
FATHER % 2 / .
11 BIRTHPLACE ' Zv §3 Mo :
» OF FATHER foreh (Bigned)
z (City or town, State or forelgn country) z - ’)_‘ 191. ? (Addrens).
o 2
= ! g:ﬁs#nt:lmz W / . *Stnte the Disocase Cansing Death, o, in death from Viclent Causess, sate
o (1) Meana of Injury; and (2) whether Accidenta] Buicidal o Homicidal.
13 BIRTHPLACE 18 LENGTH OF RESIDENCE (For Hospitals, Institutions, Transients,
OoF MOTHER /W or Recent Residants)
{City or town, Stafe or foreigh country) R At place In the
of death........ yrs,........ mos........ds. Biate...¥ré........ LT A ds.

Whare was dizeasa uontr.chd
it not at place of deat

Formaer or
usual resid

(Address)..

DATE OF BURiAL

~[{ 19 PLACE OF BURIALJ/ R REMOVAL
%, ............ 2. 191.?.'
' 4
20 UNDERTAKER ADDRESS

Mo,

W-f&&ll




‘

Revised United States Standard
- Certificate of Death

{Approved by T. 8. Census and American Public Health
' Assoclation.)

+

-~
Statement of occupation.—Precise statement of

oceupation is very 1mportant so that the relative ]

healthfulness of various. ‘pursuits can be known. The
question applies to eash and every person, irrespec-
tive of age.
term on the first line wxl..l be sufficient, e. g., Farmer or

Planter, Physician, Compositor, Archilect, Locomotive -

engineer, Civil engineer, Statienary fireman, eto. But
in many cases, especially in industrial employments,
it is necessary to know (g) the kind of work and also
(b) the nature of the business or industry, and there-
fore an additional.line is provided for, the latter
statement; it should be used only when needed.
As examples: (a) Spinner, (b) Cotton mill; (a) Sales-
man, (b) Grocery; (a} Foreman, (b) Automobile factory.
The ma,terla.l worked on may form part of the second
statement,

specification, as Day labofer, Farm laborer, Laborer—
Coal mine, ete. Women at home, who are engaged
in the duties of the household only (not paid Hoeuse-

keepers who receive a definite salary), may be entered

as Housewife, Housework, or At home, and children,

not gainfully employed, as At school or At home.

Care should be taken to report specifically the oceu-
pations of persons engaged in domestie service for
wages, as Servant, Cook, Housemaid, ete.
oecupation has been changed or given up on account
“of the DIBEASE CAUSING DEATH, state oceupation at
beginning of illness. If retired from business, that
fact may be indicated thus:
For persons who have no oceupation whatever
write None.

, Statement of -cause of death. —Name, ﬁrst,
the DISEASE CAUSING DEATH (the primary affection
with respect to time and causation), using always t.he
same accepted term for the same disease. xamples:
Cerebrospinal fever (the only definite synonym is
‘“Epidemic cerebrospinal meningitis™); Diphtheria

- {avold use of “Croup”); Typhoid fever (never report

For many oceupations a single word or .

Neover return “Laborer,” “Foreman,” A
“Manager,” *‘Dealer,” etc, without more precise .

Farmer (refired, 6 yrs.)

C/)\
N
N

- which surgical opera.tlon was: undertaken.

It the -

t

“Typhoid pneumonia’™); Lobar preumenia; Broncho-
preumonia (“Pneumonia,” unqualified, is indefinite);
Tuberculosiz of lungs, meninges, peritongeum, ete.,
Carcmoma, Sarcoma, ete.,” of... . ..(name
origin;*'Cancer” is loss definite; avmd use of “Tumor"‘
for malignant neoplasms); Measles; Whooping cough;

Chronic valvular hear! disease; Chronic inferstitial
nephritis, ote. The contributory (secondary or in-
tercurrent) affection need not be stated unloss im-
portant. Example: Measles (disease causing death),
29 ds.; ‘Bronchopneumonia (secondary), 10 da.
Never report mere symptoms or terminal conditions,
such as “Asthenia,” “Anaemia” (merely symptom-
atic), ““Atrophy,” “Collapse,” *“Coma,” “Convul-
sions,” *“Debility” (“Congenital,” *Senile,” etec.),
“Dropsy,” “Exhaustlon " “Heart failure,” “Haem-
orrhage,” *Inanition,” “Marasmus,” “0ld age,”
“S8hock,” ‘'Uraemia,” *‘‘Weakness,” etc., whon a
definite disease can be ascertained as the causo.
Always qualify all diseases resulting from - child-
birth or misearriage, as “PUERPERAL seplichaemia,”
“PUERPERAL peritonitis,”” etoe. BState cause for
For
VIOLENT DEATHS staté MEANS OF INJURY ahd qualify
8% ACCIDENTAL, SUICIDAL, OR .HOMICIDAL, Or as
probably such, if impossible to determine definitely.

Examples: Accidental drowning; struck by rail-
way train—accident; Revolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide.

The nature of the injury, as fracture of skull, and
consequences (e. g., sepsis, lelanus) may be stated
under the head of ““Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committee on Nomenclature of the American
Medical Association.)
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, Statement of occupation.—Precise statement of
occupation is very important, so that the relative
healthfulness of various pursuits can be known, The
question applies to each and every person, irrespec-
tive of age. For many ocoupations a single word or
term on the first line will ba sufficient, e, g., Farmer or
Planter, Physician, Composilor, Architect, Locomotive
engineer, Civil engineer, Stationary fireman, ete, But
in many ¢ases, especially in industrial employments,

it is necessary to know {(a) the kind of work and also .

(b} the nature of the business or industry, and there-

fore an additional line is provided for the latier -

statement; it should be wsed only when needed,
Ag examples: (&) Spinner, (b) Cotton mill; (a) Sales-

man, (b).Grocery; (a) Foreman, (b) Automobile factory. .

The material worked on may form part of the second

‘statement. Never return “Laborer;” “Foreman,"

“Manager,” “Dealer,” oto., without moré precise
specification, as Day laborer, Farm laborer, Laborer——
Coal mine, ete. Women at home, who are engaged

. in_the duties of the housshold only (not paid House-

keepers who receive a definite salary), may be entered
as Housewife, Housework, or At home, and ch.i.ldren,
not gainfully employed,~as At school or Al home.
Care should be taken to report specifically the ocou-
pations of persons engaged in domestie service for
wages, a8 Servant, Cook,’ Housemaid, eto. If the
occupation has been changed or given up on account
of the DIsEASE cAUSING DEATH, state cceupation at
beginning of illness. It retired from business, that
faoct may be indicated thus: Farmer (retired, 6 yrs.)
For persons who have no osccupation whatever,
write None.

Statement of ecause of death—Name, first,
the DISEASE cAUSING DEATH (the primary affection
with respect to time and eausation), using always the
same acoepted term for the same disease. Examplqs:
Cerebrospinal fever (the only definite synonym s
“Epidemio cerebrospinal . meningitis”); Diphtheric
(avoid use of “Croup”); Typhoid fcvar‘(nevpr report
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“Typhoid pneumonia’); Lebar preumonia; Broncho-
preumonia (*Pneumocnia,” ungualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,

Carcinoma, Sarcoma, sete., of...ccovviniicriene. ... (name
origin;“Cancer” ig less definite; avoid use of “Tumor"
for malignant neoplasms); Measles; Whooping cough;
Chronic valvular heart disease; Chronie inferstitial
nephritis, ete. The contributory (secondary or in-
tercurrent} affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonin (secondary), 10 da.
Never report mere symptoms or terminal conditions,
such as ‘‘Asthenia,’ “*Anemia” (merely symptoms-
atic), “Atrophy,” *“Collapse,” “Coma,” *“Convul-
sions,” *Debility’” (‘'Congenital,” “Senile,” ete.),
“Dropsy,” ‘“Exhaustion,” “Heart failure,” “Hem-
orrhage,” “Inanition,” ‘“Marasmus,” *“‘Old age,”
“Shoeck,” “Uremia,” *“Waeakness,” ote., when a
definite disease can be ascertained ns the cause.
Always qualify all diseases resulting from child-
birth or miscarriage, as “PuErPERAL seplicemia,”’
“PUBRPERAL peritonitis,” ete. State ocause for
which surgical operation was undertaken. For
VIOLENT DEATHB state MBANS oF INJURY and qualify
a3 ACCIDENTAL, SUICIDAL, OR HOMICIDAL, OF a8
probably such, if impossible to determine definitely.
Exzamples: Accidental drowning; struck by rail-
irain—acctdend; Revolver wound of kegd—
homtcide; Poisoned by carbolic acid—probably suicids.
The nature of the injury, as fracture of skull, and
consequences (e. g., sepsis, telanus) mapy be stated
under the head of “Contributory.” (Recommenda-
tions on statement of cause of death approved by
Committes on -Nomenclature of the American
Medical Assoceiation.)

Nom.——Indlvi_ddal offices may add to above list of undusie-
able torms and refuse to accept certificates containing them.

. Thus the form in use in New York Gity states: ''Oertificates

will be returned for additional Information which give any of
the following diseases, without explanation, as tho solg cause
of death; Abortlen, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritis, erysipelas, meningitis, miscarriage,
necrosls, peritonitis, phlebitls, pyemla, sopticemia, tetanua."’
But general adoption of the minimum Yst suggested will work

vast Improvement, and 1ts scope can be extended at a later
date. .

ADDITIONAL BPACE FOR FURTHEA STATEMENTS
BY PHYBIQIAN,



